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Flow cytometry of peripheral blood lympho‑
cytes showed 22% of monoclonal B lympho‑
cytes: CD19+ / CD22+, CD20bright, FMC7+ bright, 
IgM+ bright / CD43+ / CD11c+ /CD52+ / CD58+ / kap‑
pa+ /CD38– / CD5– / CD23– /CD71– / CD10– / CD25– 
/CD103– / kappa– / CD138–, which was indica‑
tive of indolent lymphoma. Ultrasonography 
of the abdomen revealed the slightly enlarged 
spleen, 135 × 52 mm in size. Two trephine bi‑
opsies, taken during hospitalization and after 
6 months, revealed a small population of B cells 
in an atypical localization, but lymphoprolifera‑
tive disease was not confirmed. The spleen was 
removed owing to its rapid enlargement reach‑
ing 231 mm × 85 mm.
Histological examination of the spleen and 
lymph nodes showed an atypical, obliterated 
structure of the spleen. Finally, splenic margin‑
al zone lymphoma (SMZL) was diagnosed with 
minimal hemophagocytosis in the spleen and 
the adjacent lymph nodes. The coexistence of 
SMZL and hemophagocytic syndrome was ex‑
cluded based on laboratory test results. Com‑
puted tomography of the abdomen and the pel‑
vis showed the lymph nodes of 30 mm in di‑
ameter. The patient did not receive any di‑
rected treatment immediately after the onset 
of symptoms, because histological examina‑
tion did not confirm the diagnosis. Eventually, 
the patient was treated with 4 doses of ritux‑
imab (375 mg/m2 once a week). His abdom‑
inal ultrasound after treatment was normal 
and blood count was also normalized. Echo‑
cardiography performed after 2 years revealed 
good contractility and no signs of inflamma‑
tion (FIGurE 1E –1G).
We present a case of a 25 ‑year ‑old man with com‑
plex congenital heart disease: dextrotransposi‑
tion of the great arteries, ventricular septal de‑
fect, double outlet right ventricle, coarctation of 
the aorta, hypoplastic aortic arch, patent ductus 
arteriosus, status post multistage cardiac sur‑
gery (the Rashkind procedure, the Senning pro‑
cedure, excision of subvalvular muscular steno‑
sis of the pulmonary artery), thymectomy, pace‑
maker implantation at the age of 4 years, chronic 
hepatitis B virus infection (diagnosed in the first 
year of life), currently on Entecavir  (lamivudine) 
therapy.
The patient was admitted to the cardiolo‑
gy department due to suspicion of infective 
endocarditis. Persistent signs and symptoms 
included: dry cough, dyspnea, fever of up to 
40 °C, weakness, and increased sweating. He 
was treated with various antibiotics for months. 
Blood culture did not reveal any pathogens. 
Echocardiography showed reduced myocardi‑
al contractility and mobile, echodense masses 
(FIGurE 1A –1D). Scintigraphy demonstrated infec‑
tive endocarditis at pacemaker electrodes and 
an increased marker accumulation in the liv‑
er and the spleen (Supplementary material, 
Figure S1). The electrodes were replaced after 
the diagnosis had been established.
During hospitalization, blood test results 
were as follows: white blood cells, 18 × 109/l; 
lymphocytes, 43%; hemoglobin, 12.6 g/dl; and 
platelets, 65 × 109/l. On blood smear, 17% of 
atypical lymphoid cells with villi were found. 
The patient tested negative for hepatitis C vi‑
rus. On physical examination, the lymph nodes, 
the spleen, and the  liver were not enlarged. 
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Splenic marginal zone lymphoma affects main‑
ly elderly or middle ‑aged patients at a median 
age of 65 years. Here, we described a case of one 
of the youngest patients with SMZL reported in 
the literature.1,2
Neoplasms such as lymphoma may be the cause 
of an atypical course of infective endocarditis.3-5 
Oncologists and hematologists should be aware 
of potential complications of their patients’ car‑
diovascular status, such as infective endocarditis, 
and refer them to a cardiologist if cardiac symp‑
toms are observed.
FIGurE 1 Echocardiographic findings showing: 
A–C– reduced myocardial contractility of the right 
ventricle, mobile echodense masses (24 mm in diameter; 
arrow in A), and other echodense masses connected 
with the pacemaker electrode (arrow in C); D – a highly 
saturated electrode and an additional echo (arrow) in 
the outflow of the chamber; E–G – good myocardial 
contractility, no signs of inflammation and or additional 
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